INTRODUCTION
Recently, one step laparoscopic cholecystectomy and choledochotomy sparing ERCP or EST, 5,6 method using pigtail, 7 or installing endoscopic naso-biliary drainage (ENBD) tube before operation, [8] [9] [10] [11] [12] and other methods like transcystic approach of CBD 13, 14 were initiated at various centers hoping to evade T-tubing, but we have treated patients in the most typical way by applying laparoscopic cholecystectomy after removal of bile duct stones by ERCP and EST, and also by applying open cholecyste- 
METHODS

Patient profiles
We reviewed retrospectively traceable patients who underwent open cholecystectomy and choledochotomy sparing T-tube (Group I, n=28) or with T-tube (Group II, n=15) among total of 53 operated patients.
All patients without T-tube had CBD diameter more than 11 mm on the outside, which is the little finger distal phalangeal diameter of operator, and thus, operation was conducted by one surgeon choosing choledochotomy closure methods alternatively.
Patients' basic clinical feature is as shown in Table 1 .
We followed up on patient's age, sex, condition of le- Stapled skin wound was undone on postoperative 7th day, which was, however, delayed till 14th day when concerned about senile age or wound conditions.
Postoperative follow up management
Most patients were recommended postoperatively to routine labs, and scout films from 2 weeks to about 3 months, and to visit outpatient clinics once a year for interval check-ups on conditions. T-tube was removed on postoperative 28th day at the outpatient clinic. Ultrasonography, CT scan, or ERCP were executed on suspected patients whom have recurrences of stones or complications.
Statistic analysis
T-tube inserted patients, and complications were analyzed by chi-square test, giving statistical meaning when p＜0.05, with 95% confidence interval. Specific data, like Characteristics of CBD stones, whether muddy or stony,
were not related with operative indications or complications.
Various indications of operations were imminent septic conditions after the failure of CBD stone removals using ERCP and EST, previous gastric resection and Billroth II anastomosis state blocking endoscopic CBD stone removal, or refractory cholangitis or pancreatitis to antibiotics leading to septic condition (Table 2 ).
Complications after operation was compared between group I and II patients, which was 7, and 5 cases, respectively (p=0.07), as shown on Table 3 . This was not statistically different, indicating that complication rates between primary closure patients and T-tube inserted patients showed no differences in complication rates.
In group I patients, 2 cases of immediate postoperative ERCP were due to pancreatic jaundice and suspected remnant CBD stones, and no such cases were found in group II patients. Another ERCP was necessary for patient in group I with patients having suspected recurrent CBD stones after more than 6 months of operation.
Recurrent stones were detected on 2, 1 case from each group I and II. Two cases in group I were managed by reoperations and ERCP accordingly, and 1 case in group II was cured by reoperation, which happened 6 months after initial operation thus, making us confused whether the stone was recurrent or retained.
Bile peritonitis after operations occurred in 1 and 2 cases within each group I and II. One case in group I was leaking of bile into peritoneal cavity through separated upper edge of closed line choledochotomy, and the leaking continued even after T-tube inserting reoperations causing bile peritonitis and multi-organ failures leading to death. Two cases of bile peritonitis in group II were managed successfully by keeping drainage.
Wound dehiscence appeared on 2 cases in group 2 and 1 case of group II. All the cases were over 75 years old of age, and were cured by irrigation and re-approximation.
Obstructive jaundice in 1 case of group I derived from pancreatic edema without apparent evidences of pancreatitis, and was subsided 20 days after operation.
Each one of the case of postoperative pancreatitis in group I and II was recovered uneventfully through routine care.
Postoperative 30-day mortality occurred in 2, 1 case from each group respectively.
A case of death in group I had bile peritonitis complicating conditions to wound dehiscence and sepsis which eventually lead to death as described above. Causes of mortalities amongst others were: one with pneumonia and pleural effusion with resultant multi-organ failure, and one with congestive heart failure from myocardial infarction.
Thus, the mortality rates between group I and II showed no difference, though it was not evaluated statistically be-cause of the small amounts. Recent laparoscopic trials of choledochotomy and primary closure can be accepted as feasible as it prevails. 22, 23 
DISCUSSION
